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E.ForcountyOWnedhospitalslocated in anIllinoiscountywithapopulation 
greater than three million, reimbursementrates for each of the reimbursement 
groups shallbe equal to the amount describedin subsection D. above, 
multiplied by a factorof two. However, such rates shallbe no lower than the 
rates in effect on June1,1992, except that this minimum shallbe adjusted on 
the first day of July of each year by the annual percentage changein the per 
diem cost of inpatient hospital services as reported on twomost recent 
annual Medicaidcost reports. The perdiem cost of inpatient hospital services 
is calculated by dividing the total allowable Medicaidcostsby thetotal 
allowable Medicaiddays. 

F. 	 ReimbursementforeachAPLgroupdescribed in subsectionb.i.shall be 
all-inclusivefor all services providedby the hospital.,­
-. No separate reimbursementwill be made for ancillary 
services or the servicesof hospital personnel. Exceptionsto this provisionare 
that hospitals shallbe allowed to bill separately, on a fee-for-service basis, for 
professional outpatient services direct patientcare whoof a physician providing 
is salaried by the hospital, and occupational or speech therapy services 
provided in conjunctionwith rehabilitation services asDESCRIBEDin subsection 
.b.i. of this Section. For the purposesof this Section, a salaried physicianis a 
physician whois salaried by the hospital; a physician whois reimbursed by the 
hospital through a contractual arrangementto provide direct patient care; or a 
group of physicians with a financial contractto provide emergency department 
care. Under APL reimbursement, salaried physicians do not include 
radiologists, pathologists, nurse practitioners,or certified registered nurse 
anesthetists andno separate reimbursementwill be allowed for such providers. 

G. 	 TheDepartment of PublicAidwillreimburseambulatorysurgicaltreatment 
centers ASTCS for facility servicesin accordance with covered APL groupsas 
defined in this section. The Department may exclude from coveragein an 
ASTC any procedure identified as only appropriate for coveragein a hospital 
setting. All groups that maybe reimbursedto an ASCT are defined in the 
Department's hospital handbook and noticesto providers. Reimbursement 
levels shallbe the lowerof the ASTC'susual and customary chargeto the 
public oran all inclusive rate forFACILITYservices, which shallbe 75 percent of 
the applicable APL rate. 

APPROVAL DATE EFFECTIVEDATE 01/01/01 
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payments under Section1.j. of this attachment,if it isbelieved that technical error has been madein the 
calculation. The appeal mustbe in writing and mustbe received within30 days after the dateof the 
Department's noticeto the hospitalof its qualification under Section1.j. of this attachment, and payment 
adjustment amounts, or a letter of notification thatthe hospital doesnot qualify for such payments. Such a 
request must include a clear explanation and documentation that supports theof the reason for the appeal 
desired correction. The Department shall notifythe hospital of the results of the review within30 days after 
receipt of the hospital's requestor review. 

==01/01 	 Notwithstandinathe Provisionsset forth in ChaPterI .  Sectionb.. AmbulatorYSURGICALTreatmentCenters,the 
CHANGESdescribed in this SectionI..shall be effectiveJanuarY1,2001. Payments forHOSPITALOUTPATIENT 
services andambulatorYSURGICALtreatment services shall not exceed chargesto the DEPARTMENT This 
PAYMENTlimitation shall notAPPLYto government ownedor owrated hospitals describedin 
Chapter II.C.8.or children's hosPitals describedin ChaPter II.C.3. 

TN # 01-02 APPROVAL DATE EFFECTIVE DATE 01/O 1/O 1 
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TN # 98-14 



